Report of a Case | A male veteran in his 40s with a history of posttraumatic stress disorder, traumatic brain injury, and chronic headaches presented to our clinic for evaluation after an MRI ordered for neuropsychiatric evaluation showed bilateral nasopharyngeal lesions (Figure 1) with restricted diffusion on the diffusion weighted sequence. At presentation, the patient reported tension-like headaches for several months, unrelieved by medical treatment. The patient had undergone a ton- sillectomy and adenoidectomy in childhood and had not experienced any sinonasal symptoms, radiation exposure, or trauma. Findings from a head and neck examination, including flexible nasopharynolaryngoscopy, showed bilateral fullness of the nasopharynx. The submucosal lesions appeared to be within the torus tubarii ( Figure 2) . The differential diagnoses included mucocele, mucopyocele, adenoidal hypertrophy, and a malignant lesion.
The patient was subsequently taken to the operating room, where endoscopic biopsies revealed cystic lesions filled with purulence ( Figure 2 ). Suspecting bilateral mucopyocele, the lesions were marsupialized using microdebrider. Results from cultures, pathologic examination, and flow cytometry studies were sent for evaluation. The pathology report revealed benign respiratory mucosa with reactive lymphoid hyperplasia and mild chronic inflammation. Cultures grew Staphylococcus lugdunensis, consistent with a diagnosis of mucopyocele. On discharge, the patient was prescribed nasal saline irrigation and a 10-day course of sulfamethoxazole and trimethoprim. At the 6-week follow-up, he reported resolution of his headache symptoms, and the operative site was noted to be healing well.
Discussion | Nasopharyngeal cysts are a relatively common incidental finding on MRI. In a recent review of 3000 randomized MRI scans, 14% of patients showed evidence of nasopharyngeal cysts. 5 However, the clinical significance and criteria for intervention for incidental nasopharyngeal lesions are not well established.
We present a rare case of bilateral nasopharyngeal mucopyoceles discovered on MRI in a patient with chronic headache. The patient endorsed resolution of symptoms following incision, drainage, and marsupialization of the lesions and antibiotic treatment.
We suspect it is possible that even subtle infectious pathologic abnormalities can trigger a similar inflammatory pathway as described herein for rhinogenic pain and manifest as chronic refractory headache. 6 Therefore, in instances of headache refractory to medical treatment, patients should undergo a complete head and neck examination including endoscopy and imaging studies, which may indicate an occult process. Incidental sinonasal abnormalities, like mucopyocele, may be clinically significant and warrant further evaluation and treatment. 
COMMENT & RESPONSE

Caution Against Overinvestigation of Small Thyroid Nodules
To the Editor A recent study by Magister et al 1 aimed to determine whether thyroid nodule size affected fine-needle aspiration biopsy (FNAB) results and determined malignancy rates in each Bethesda class. The authors 1 found that nodules smaller than 2 cm had increased probability of malignancy irrespective of the Bethesda class and stated, "our data would suggest that smaller thyroid nodules, as opposed to larger thyroid nodules, pose a relatively increased risk of malignant disease and should be viewed with caution." We are concerned that these results can be misleading to readers and fuel the problem of overinvestigation of thyroid nodules and overdiagnosis of thyroid cancer.
By studying a cohort of patients who had both FNAB and thyroidectomy, Magister et al 1 obtained results that are biased to have a higher malignancy rate in smaller nodules. This is because recommendations for biopsy require smaller nodules to have more suspicious sonographic features than larger nodules. For example, the Society of Radiologists in Ultrasound recommends biopsy for solid nodules 1.5 cm or greater, but the size cutoff is 1 cm for nodules with additional findings of microcalcifications, and there is no size cutoff for nodules with associated suspicious lymph nodules. 2 The rationale for a size cutoff is not because size predicts malignancy, as suggested by Magister et al, 1 but because size affects prognosis if the nodule is malignant. The cohort of Magister et al 1 included a biased sample of small thyroid nodules with additional suspicious features, and the standard group of larger thyroid nodules. These results cannot be generalized to patients who receive thyroid ultrasonography in clinical practice.
